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ABSTRACT
Background and objective: Previous studies have
found evidence of an association between tuberculosis
and vitamin D deficiency (VDD). However, the associa-
tion between VDD and infection caused by non-
tuberculous mycobacteria (NTM) has never been
studied.This study evaluated the prevalence and sever-
ity of VDD in NTM lung disease and attempted to iden-
tify predictive factors.
Methods: Age- and sex-matched case-control study
was conducted to assess the prevalence and severity of
VDD in patients with NTM lung disease.
Results: After adjusting for potential confounding
factors, the adjusted mean serum level of 25-
hydroxyvitamin D (25(OH)D) levels was lower in 104
patients with NTM lung disease (10.7 ng/mL, 95% con-
fidence interval (CI) 4.5–16.8 ng/mL) than that of
312 controls (13.7 ng/mL, 95% CI 7.4–19.5 ng/mL)
(P = 0.012). Although the prevalence of VDD defined as
serum 25(OH)D level <20 ng/mL was not different,
severe VDDdefined as serum25(OH)D level <10 ng/mL
was more prevalent in patients (P < 0.001). In multi-
variate analysis, severe (but not mild) VDD was inde-
pendently associated with NTM lung disease (adjusted
odds ratio 3.9, 95% CI 1.9–8.5, P < 0.001).
Conclusions: Patients with NTM lung disease have a
high prevalence of severe VDD and VDDwas independ-
ently associated with NTM lung disease. Further
studies are needed to examine causality.
Key words: case-control study, Korea, Mycobacterium avium
complex, non-tuberculous mycobacteria, vitamin D.
Abbreviation: BMI, body mass index; CI, confidence interval;
NTM, non-tuberculous mycobacteria; VDD, vitamin D deficiency.
INTRODUCTION
The incidence of lung disease caused by non-
tuberculous mycobacteria (NTM) in human immu-
nodeficiency virus-negative patients has been
increasing worldwide.1,2 A substantial proportion of
these patients have no predisposing risk factors.1
Mycobacterium avium complex and M. abscessus
complex are well-known organisms that cause these
forms of NTM lung disease.3–8
NTM are ubiquitous in the environment, and expo-
sure to these organisms is inevitable. However,
disease is rare, which suggests that normal host
defence mechanisms are effective enough to prevent
infection.9 Therefore, otherwise healthy individuals
who develop NTM lung diseasemay have susceptibil-
ity factors thatmake themvulnerable to infections.10,11
Vitamin D has a critical role in the innate immune
system and appears to have an important role in pro-
tection against respiratory tract infections.12 Vitamin
D can play an important role as an immunomodula-
tor of the innate immune response against M. tuber-
culosis.13,14 Many epidemiological studies have found
evidence of an association between 25(OH) vitaminD
(25(OH)D) levels and tuberculosis,15–19 although some
discrepancies exist among studies.20–22 However, the
association between vitamin D deficiency (VDD) and
NTM infections has never been studied.
In this case-control study, we investigated the
prevalence and severity of VDD in patients with NTM
lung disease and compared them with controls
sourced from the fourth Korean National Health and
Nutrition Examination Survey in 2008.23
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SUMMARY AT A GLANCE
Many epidemiological studies have found evi-
dence of an association between tuberculosis and
vitamin D deficiency (VDD). However, the associa-
tion between VDD and infection caused by non-
tuberculous mycobacteria (NTM) has never been
studied. This case-control study showed that
patients with NTM lung disease have a high preva-
lence of severe VDD.
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METHODS
Consecutive patients with the nodular bronchiectatic
form of NTM lung disease who were diagnosed
between January 2008 and December 2008 were
enrolled in an ongoing prospective observational
cohort study to investigate NTM lung disease
(ClinicalTrials.gov Identifier: NCT00970801) at the
SamsungMedical Center (a 1961-bed referral hospital
in Seoul, Korea). All of the patients met diagnostic
criteria for NTM lung disease according to the guide-
lines of the American Thoracic Society1 and had char-
acteristic findings on high-resolution computed
tomography scans.24,25 The patients with concurrent
pulmonary tuberculosis were excluded. In addition,
immunocompromised patients were excluded. The
diagnosis was based on culture positivity from at least
two separate expectorated sputum samples in 86
patients (83%) and on bronchial washing or broncho-
alveolar lavage fluid culture positivity in the remain-
ing 18 patients (17%). Sputum smears and
mycobacterial cultures were performedwith standard
methods as described.26 NTM species were identified
using a polymerase chain reaction and restriction
length polymorphism method based on the rpoB
gene and confirmed using multilocus sequence
analysis based on hsp65, rpoB and 16S ribosomal RNA
fragments, as described previously.27–30 The aetiologi-
cal organisms were M. avium complex in 69 (66%)
patients (M. avium in 38 and M. intracellulare in 31)
and M. abscessus complex in 35 (34%) patients
(M. abscessus in 14 and M. massiliense in 21). The
study was approved by the Institutional Review Board
at our institution, and written informed consent was
obtained from each participant.
Peripheral blood was collected before the initiation
of antibiotic treatment, and serum was aliquoted and
stored at -80°C until analysis. The serum 25(OH)D
levels were measured in duplicate using an enzyme-
linked immunosorbent assay kit (Immundiagnostik
AG, Bensheim, Germany) following the manufactur-
er’s instructions. VDD was defined as a serum
25(OH)D level of less than 20 ng/mL.31 As a serum
25(OH)D level for VDD can be defined as either 10 or
20 ng/mL depending on the level that is defined as
normal,31,32 we classified VDD as mild VDD, for a
serum 25(OH)D level of 10–19 ng/mL, or severe VDD,
for a serum 25(OH)D level <10 ng/mL.
The control group was randomly selected from the
study group of the fourth Korean National Health and
Nutrition Examination Survey,23 andwasmatched in a
1:3 ratio for sex and age to ensure an adequate sample
size for detecting a 20% of difference with 95% of
chance. Serum 25(OH)D data were available for 3047
males and 3878 females aged 10 years and older.23
The data were compared using the Mann–Whitney
U-test for the continuous variables and a chi-squared
or Fisher’s exact test for categorical variables. A mul-
tiple linear regression model was used to adjust for
potential confounding factors in the relationship
between NTM lung disease and serum 25(OH)D level.
We adjusted for age, sex, body mass index (BMI), pre-
vious history of tuberculosis, smoking history and
comorbidities, including diabetes, chronic liver
disease and chronic kidney disease that have been
linked to an increased prevalence of VDD.31 In addi-
tion, multiple logistic regression model was used to
adjust for potential confounding factors described
earlier in the association between the severity of VDD
and the development of NTM lung disease, as meas-
ured by the estimated odds ratio with a 95% confi-
dence interval (CI).
To identify independent predicting factors associ-
ated with VDD and severe VDD in patient with NTM
lung disease, multiple logistic regression analysis was
used. Variables with P-values <0.25 in the univariable
analysis, and the a priori variables of age, sex, BMI
and previous history of tuberculosis were entered into
a multiple logistic regression model in which VDD
was the outcome variable. All tests were two-sided,
and a P-value <0.05 was considered significant. Data
were analysed using IBM SPSS Statistics 19.0 (IBM,
Chicago, IL, USA).
RESULTS
The baseline characteristics of the patients with NTM
lung disease and controls are presented in Table 1.
BMI among patient with NTM lung disease (median
Table 1 Baseline characteristics of the study participants
Variables NTM patients (n = 104) Controls (n = 312) P-value
Age, years 57 (50–65) 57 (50–65) NA
Gender, male 23 (22) 69 (22) NA
Body mass index (kg/m2) 20.6 (19.5–22.3) 23.9 (21.8–25.9) <0.001
Current smoker 1 (1) 40 (13) <0.001
Previous history of tuberculosis 35 (34) 38 (12) <0.001
Comorbidity
Diabetes 7 (7) 30 (10) 0.358
Chronic heart disease 12 (12) 8 (3) 0.001
Chronic liver disease 7 (7) 4 (1) 0.007
Chronic kidney disease 1 (1) 1 (0) 0.441
Values are expressed as medians (interquartile range) or frequencies (%).
NA, not applicable; NTM, non-tuberculous mycobacteria.
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20.6 kg/m2, interquartile range 19.5–22.3 kg/m2) was
significantly lower than that among controls (median
23.9 kg/m2, interquartile range 21.8–25.9 kg/m2,
P < 0.001). The prevalence of current smoking was
significantly higher in controls (13%) than in patients
with NTM lung disease (1%). Previous history of
tuberculosis wasmore common in patients withNTM
lung disease (34%) than in controls (12%, P < 0.001).
In addition, other comorbidities were also more
common in the patients (Table 1).
The median 25(OH)D level was 9.8 ng/mL (inter-
quartile range 4.6–18.6 ng/mL) in patients with NTM
lung disease versus 15.4 ng/mL in controls (inter-
quartile range 11.9–20.2 ng/mL, P < 0.001). Using the
criterion of <20 ng/mL, the prevalence of VDD overall
was not significantly different between the patients
(78%) and controls (74%, P = 0.433). However, the
prevalence of severeVDDwas greater among patients
(50%) than among the controls (14%, P < 0.001,
Fig. 1). On the contrary, the prevalence of mild VDD
was lesser among patient (28%) than among the con-
trols (60%, P < 0.001, Fig. 1). The prevalence of
vitamin D insufficiency and vitamin D sufficiency
between two groups was not statistically different
(P = 0.060 and P = 0.094, respectively).
The results of multivariate analysis with the multi-
ple linear regression model are presented in Table 2.
After adjusting for a priori variables of age, sex, BMI,
previous history of tuberculosis, smoking history and
comorbidities, including diabetes, chronic liver
disease and chronic kidney disease, the adjusted
mean of 25(OH)D levels was lower in patients with
NTM lung disease (10.346 ng/mL, 95% CI 4.167–
16.526 ng/mL) than that of the controls (13.049 ng/
mL, 95% CI 6.986–19.112 ng/mL) (P = 0.013).
The results of univariate and multivariate analyses
with multiple logistic regression model are presented
in Table 3. After adjusting for a priori variables of age,
sex, BMI, previous history of tuberculosis, smoking
history and comorbidities, including diabetes,
chronic liver disease and chronic kidney disease,
severe VDD was independently associated with NTM
lung disease (adjusted odds ratio 4.1, 95% CI 1.9–8.8,
P < 0.001). However, mild VDD was not associated
with NTM lung disease (adjusted odds ratio 0.6, 95%
CI 0.3–1.3, P = 0.186).
Univariable comparisons of the baseline character-
istics of the 104 patients with NTM lung disease
according to VDD status are presented in Table S1 in
the online supporting information. There was no sig-
nificant difference in age, BMI or previous history of
tuberculosis. However, male gender was more
common among patients withVDD (22/81, 27%) than
among patients without VDD (1/23, 4%, P = 0.022).
Figure 1 Prevalence of different degrees
of vitamin D deficiency (VDD) among
cases with non-tuberculous mycobacterial
lung disease and controls. The serum
25(OH)D levels were classified as follows:31
severe VDD (sVDD): less than 10 ng/mL;
mild VDD (mVDD): 10–19 ng/mL; vitamin D
insufficiency (VDI): 21–29 ng/mL; and
vitamin D sufficiency (VDS): 30 ng/mL or
greater. ( ) cases; ( ) controls.
Table 2 Multiple linear regression for potential explanatory variables of serum 25(OH)D level
Variables Coefficient (b) 95% CI P-value
Age, years 0.098 0.024 to 0.171 0.009
Gender, male -0.301 -2.348 to 1.746 0.773
Body mass index (kg/m2) -0.070 -0.332 to 0.193 0.603
Current smoker -0.299 -3.160 to 2.562 0.837
Previous history of tuberculosis -2.150 -4.361 to 0.060 0.057
Diabetes -1.994 -4.892 to 0.904 0.177
Chronic liver disease -0.540 -5.721 to 4.640 0.838
Chronic kidney disease -2.984 -14.843 to 8.874 0.621
NTM lung disease -2.703 -4.822 to -0.584 0.013
CI, confidence interval; NTM, non-tuberculous mycobacteria.
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The proportion of subjects with M. avium complex
lung disease was higher among patients with VDD
(59/81, 73%) than among patients without VDD (10/
23, 44%, P = 0.009). After adjusting for potential con-
founding factors,M. avium complex was significantly
associated with VDD (adjusted odds ratio 3.5, 95% CI
1.2–9.7, P = 0.025) (Table S2 in the online supporting
information). Predicting factors associated with
severe VDD were also evaluated. However, there was
no independent predicting factor associated with
severe VDD, although there was a trend of that
M. avium complex lung disease wasmore common in
patients with severe VDD (adjusted odds ratio 2.441,
95% CI 0.970–6.143, P = 0.058).
DISCUSSION
To our knowledge, this is the first study to evaluate the
prevalence and severity of VDD in patients with NTM
lung disease. The results of our case-control study
indicate that the median 25(OH)D levels for patients
with NTM lung disease are significantly lower than
are those of healthy controls. Although the prevalence
of VDD overall was not significantly different, severe
VDD was more prevalent in patients with NTM lung
disease than among controls. Additionally, we found
that M. avium complex infection was independently
associated with VDD in patients with NTM lung
disease.
The serum 25(OH)D level is the best indicator of
overall vitamin D status because this measurement
reflects total vitamin D from dietary intake and sun-
light exposure.31 Defining a level of serum 25(OH)D as
deficient or insufficient depends on the level that is
defined as normal, but currently, there is no consen-
sus on the optimal serum level of 25(OH)D.33 Because
there are no standard cut-offs, the definition of VDD
may affect estimates of its prevalence. Previously,
according to the World Health Organization, levels
below 10 ng/mLwere considered deficient, and levels
below 20 ng/mL were classified as insufficient.32
When that range was used, the prevalence of VDD
among our patients was 50%, which was significantly
higher than the prevalence of 14% among healthy
controls (P < 0.001). However, with the recent
changes as in the laboratory reference ranges, VDD is
defined by most experts as a serum 25(OH)D level of
less than 20 ng/mL.34–37With the use of this definition,
47–64% of Korean men and women are deficient in
vitamin D.23 This high level of VDD in the general
population might be a reason why the prevalence of
VDD among our patients with NTM lung disease was
not significantly different from the prevalence among
the age- and sex-matched controls. However, the
median level of serum 25(OH)D in patients with
NTM lung disease was significantly lower than that in
controls.
Although our data suggest a link betweenNTM lung
disease and low serum 25(OH)D levels, there are
many causes of VDD in the general population that
are not related to NTM infection.31 The prevalence of
VDD is particularly high in the elderly due to an age-
associated decline in cutaneous vitamin D produc-
tion and decreased dietary vitamin D intake.37 This
bias was excluded by using age-matched controls in
the comparison of serum 25(OH)D levels between the
patients and the controls, and was adjusted by multi-
variate analysis of the predicting factors for VDD in
the patients. In addition, BMI is inversely related to
the serum 25(OH)D level.37
Many case-control studies and a prospective cohort
study demonstrated that low vitamin D level is asso-
ciated with pulmonary tuberculosis.15–19 There are
good evidences to suggest that VDD compromises
cell-mediated immunity and increases susceptibility
to mycobacterial infection.12 Vitamin D is required for
an interferon-g-mediated pathway in macrophages
that leads to autophagy, phagosomal maturation and
other antimicrobial activities against M. tuberculosis
infection.38 However, some studies from Asian
countries like Indonesia, China and Korea did not
support the hypothesis that VDD predisposes to
tuberculosis.20–22 Discrepancies between these studies
Table 3 Univariable and multivariable analysis with logistic regression model for probability of non-tuberculous
mycobacterial lung disease
Variables
Univariable analysis Multivariable analysis
OR (95% CI) P-value Adjusted OR (95% CI) P-value
Age, years 1.000 (0.980–1.020) 1.000 1.006 (0.979–1.033) 0.663
Male gender 1.000 (0.586–1.707) 1.000 0.605 (0.278–1.318) 0.206
Body mass index (kg/m2) 0.650 (0.584–0.724) <0.001 0.658 (0.582–0.745) <0.001
Current smoker 0.065 (0.009–0.481) 0.007 0.012 (0.001–0.153) 0.001
Previous history of tuberculosis 3.617 (2.130–6.145) <0.001 1.969 (1.002–3.867) 0.049
Diabetes 0.671 (0.286–1.577) 0.360 0.597 (0.174–2.043) 0.411
Chronic liver disease 5.503 (1.577–19.197) 0.007 16.733 (2.152–130.126) 0.007
Chronic kidney disease 2.990 (0.185–48.238) 0.440 0.395 (0.008–18.771) 0.637
Vitamin D deficiency
Mild deficiency 0.543 (0.296–0.996) 0.048 0.620 (0.305–1.259) 0.186
Severe deficiency 4.259 (2.304–7.874) < 0.001 4.105 (1.922–8.770) < 0.001
CI, confidence interval; OR, odds ratio.
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may be due to the higher prevalence of VDD among
Asians.22
There are several limitations to our study. Because
this study was a case-control design, no causal infer-
ences could be made for the observed association
between VDD and NTM lung disease. Moreover, our
study was conducted at a single institute with rela-
tively small sample size, which may limit the general-
izability of our findings. Second, the data on other
causes of VDD including dietary intake, alcohol con-
sumption, exposure to sunlight and medications,31
which may have influenced the significance of our
findings, were not obtained. Finally, we did not ascer-
tain the seasons of blood sampling for 25(OH)D
measurement among cases and controls.
In conclusion, this case-control study showed that
patients with NTM lung disease have a high preva-
lence of severe VDD. Moreover, severe VDD was inde-
pendently associated with NTM lung disease after
adjustments for potential confounding factors.
Studies are needed to clarify if there is a causal asso-
ciation between VDD and NTM lung disease.
Acknowledgements
This work was supported by a grant of the Korea Health Tech-
nology R&D Project, Ministry for Health, Welfare and Family
Affairs, Republic of Korea (A100027) and Mid-Career Researcher
Program through National Research Foundation grant funded by
the Ministry of Education, Science and Technology (2011-
0015546).
REFERENCES
1 Griffith DE, Aksamit T, Brown-Elliott BA et al. An official ATS/
IDSA statement: diagnosis, treatment, and prevention of nontu-
berculous mycobacterial diseases. Am. J. Respir. Crit. Care Med.
2007; 175: 367–416.
2 Daley CL, Griffith DE. Pulmonary non-tuberculous mycobacte-
rial infections. Int. J. Tuberc. Lung Dis. 2010; 14: 665–71.
3 Prevots DR, Shaw PA, Strickland D et al. Nontuberculous
mycobacterial lung disease prevalence at four integrated health
care delivery systems. Am. J. Respir. Crit. Care Med. 2010; 182:
970–6.
4 Adjemian J, Olivier KN, Seitz AE et al. Prevalence of nontubercu-
lous mycobacterial lung disease in U.S. Medicare beneficiaries.
Am. J. Respir. Crit. Care Med. 2012; 185: 881–6.
5 Hayashi M, Takayanagi N, Kanauchi T et al. Prognostic factors of
634 HIV-negative patients with Mycobacterium avium complex
lung disease. Am. J. Respir. Crit. Care Med. 2012; 185: 575–83.
6 Koh WJ, Jeong BH, Jeon K et al. Clinical significance of the dif-
ferentiation betweenMycobacterium avium andMycobacterium
intracellulare inM.avium complex lung disease.Chest 2012; 142:
1482–8.
7 Jarand J, Levin A, Zhang L et al. Clinical and microbiologic out-
comes in patients receiving treatment forMycobacterium absces-
sus pulmonary disease. Clin. Infect. Dis. 2011; 52: 565–71.
8 Koh WJ, Jeon K, Lee NY et al. Clinical significance of differentia-
tion of Mycobacterium massiliense from Mycobacterium absces-
sus. Am. J. Respir. Crit. Care Med. 2011; 183: 405–10.
9 Guide SV, Holland SM. Host susceptibility factors in mycobacte-
rial infection. Genetics and body morphotype. Infect. Dis. Clin.
North Am. 2002; 16: 163–86.
10 Sexton P, Harrison AC. Susceptibility to nontuberculous myco-
bacterial lung disease. Eur. Respir. J. 2008; 31: 1322–33.
11 Kim RD, Greenberg DE, Ehrmantraut ME et al. Pulmonary non-
tuberculous mycobacterial disease: prospective study of a dis-
tinct preexisting syndrome. Am. J. Respir. Crit. Care Med. 2008;
178: 1066–74.
12 Bartley J. Vitamin D: emerging roles in infection and immunity.
Expert Rev. Anti Infect. Ther. 2010; 8: 1359–69.
13 Martineau AR,Wilkinson KA, Newton SM et al. IFN-gamma- and
TNF-independent vitamin d-inducible human suppression of
mycobacteria: the role of cathelicidin LL-37. J. Immunol. 2007;
178: 7190–8.
14 Ralph AP, Kelly PM, Anstey NM. L-arginine and vitamin D: novel
adjunctive immunotherapies in tuberculosis. Trends Microbiol.
2008; 16: 336–44.
15 Nnoaham KE, Clarke A. Low serum vitamin D levels and tuber-
culosis: a systematic review and meta-analysis. Int. J. Epidemiol.
2008; 37: 113–9.
16 Gibney KB, MacGregor L, Leder K et al. Vitamin D deficiency is
associated with tuberculosis and latent tuberculosis infection in
immigrants from sub-Saharan Africa. Clin. Infect. Dis. 2008; 46:
443–6.
17 Ho-Pham LT, Nguyen ND, Nguyen TT et al. Association between
vitamin D insufficiency and tuberculosis in a Vietnamese popu-
lation. BMC Infect. Dis. 2010; 10: 306–13.
18 Banda R, Mhemedi B, Allain TJ. Prevalence of vitamin D defi-
ciency in adult tuberculosis patients at a central hospital in
Malawi. Int. J. Tuberc. Lung Dis. 2011; 15: 408–10.
19 Talat N, Perry S, Parsonnet J et al. Vitamin d deficiency and
tuberculosis progression. Emerg. Infect. Dis. 2010; 16: 853–5.
20 Grange JM, Davies PD, Brown RC et al. A study of vitamin D
levels in Indonesian patients with untreated pulmonary tuber-
culosis. Tubercle 1985; 66: 187–91.
21 Chan TY, Poon P, Pang J et al. A study of calcium and vitamin D
metabolism in Chinese patients with pulmonary tuberculosis. J.
Trop. Med. Hyg. 1994; 97: 26–30.
22 Koo HK, Lee JS, Jeong YJ et al. Vitamin D deficiency and changes
in serum vitamin D levels with treatment among tuberculosis
patients in South Korea. Respirology 2012; 17: 808–13.
23 Choi HS, Oh HJ, Choi H et al. Vitamin D insufficiency in Korea-a
greater threat to younger generation: the Korea National Health
and Nutrition Examination Survey (KNHANES) 2008. J. Clin.
Endocrinol. Metab. 2011; 96: 643–51.
24 KohWJ, Lee KS, KwonOJ et al. Bilateral bronchiectasis and bron-
chiolitis at thin-section CT: diagnostic implications in nontuber-
culousmycobacterial pulmonary infection. Radiology 2005; 235:
282–8.
25 Song JW, Koh WJ, Lee KS et al. High-resolution CT findings of
Mycobacterium avium-intracellulare complex pulmonary
disease: correlation with pulmonary function test results. AJR
Am. J. Roentgenol. 2008; 191: 1070–6.
26 Koh WJ, Kwon OJ, Jeon K et al. Clinical significance of nontuber-
culous mycobacteria isolated from respiratory specimens in
Korea. Chest 2006; 129: 341–8.
27 Adekambi T, Colson P, Drancourt M. rpoB-based identification
of nonpigmented and late-pigmenting rapidly growing myco-
bacteria. J. Clin. Microbiol. 2003; 41: 5699–708.
28 Lee H, Park HJ, Cho SN et al. Species identification of mycobac-
teria by PCR-restriction fragment length polymorphism of the
rpoB gene. J. Clin. Microbiol. 2000; 38: 2966–71.
29 Telenti A, Marchesi F, Balz M et al. Rapid identification of
mycobacteria to the species level by polymerase chain reaction
and restriction enzyme analysis. J. Clin. Microbiol. 1993; 31:
175–8.
30 Turenne CY, Tschetter L, Wolfe J et al. Necessity of quality-
controlled 16S rRNA gene sequence databases: identifying non-
tuberculous Mycobacterium species. J. Clin. Microbiol. 2001; 39:
3637–48.
31 Holick MF. Vitamin D deficiency.N. Engl. J.Med. 2007; 357: 266–
81.
32 World Health Orgamization Scientific Group on the Prevention
and Management of Osteoporosis. Prevention and Management
Vitamin D deficiency and NTM lung disease 987
© 2013 The Authors
Respirology © 2013 Asian Pacific Society of Respirology
Respirology (2013) 18, 983–988
of Osteoporosis: Report of aWHO Scientific Group. World Health
Organization, Geneva, Switzerland, 2003.
33 Ross AC, Manson JE, Abrams SA et al. The 2011 report on dietary
reference intakes for calcium and vitamin D from the Institute of
Medicine: what clinicians need to know. J. Clin. Endocrinol.
Metab. 2011; 96: 53–8.
34 Malabanan A, Veronikis IE, Holick MF. Redefining vitamin D
insufficiency. Lancet 1998; 351: 805–6.
35 Holick MF. High prevalence of vitamin D inadequacy and impli-
cations for health. Mayo Clin. Proc. 2006; 81: 353–73.
36 Bischoff-Ferrari HA, Giovannucci E, Willett WC et al. Estima-
tion of optimal serum concentrations of 25-hydroxyvitamin
D for multiple health outcomes. Am. J. Clin. Nutr. 2006; 84:
18–28.
37 Rosen CJ. Clinical practice. Vitamin D insufficiency. N. Engl. J.
Med. 2011; 364: 248–54.
38 Fabri M, Stenger S, Shin DM et al. Vitamin D is required for
IFN-gamma-mediated antimicrobial activity of human macro-
phages. Sci. Transl. Med 2011; 3: 104ra2.
Supporting information
Additional Supporting Information may be found in the online
version of this article at the publisher’s web-site:
Table S1 Univariable comparisons of baseline characteristics
between 104 patients with non-tuberculous mycobacterial lung
disease according to vitamin D deficiency (VDD).
Table S2 Univariable and multivariable analysis with logistic
regression model for probability of vitamin D deficiency in
patient with non-tuberculous mycobacterial lung disease.
K Jeon et al.988
© 2013 The Authors
Respirology © 2013 Asian Pacific Society of Respirology
Respirology (2013) 18, 983–988
